Designing effective interventions to improve infant and young child (IYC) feeding requires knowledge about determinants of current practices, including cultural factors. Current approaches to obtaining and using research on culture tend to assume cultural homogeneity within a population.
The first 2 years of life are critical for growth and development, and research indicates that diet plays a significant role in determining whether a child thrives during this early period. Complementary feeding practices are a product of culture. The cultural values, norms, and beliefs pertaining to child feeding and care that are available to members of a society affect practices through their influences on the multiple decisions caregivers make during the complementary feeding period (Engle, Menon, & Haddad, 1999; Njai & Dixey, 2013; Pak-Gorstein, Haq, & Graham, 2009 ). Thus, interventions to improve infant and young child (IYC) feeding must be acutely responsive to cultural features, including the cultural barriers and facilitators of optimal practices (Fabrizio, Liere, & Pelto, 2014) . Undernutrition, both chronic and acute, is the leading underlying cause of child mortality and morbidity worldwide (Black et al., 2013) , and feeding practices during the period of complementary feeding (6-24 months) are a critical determinant of health, growth, and cognitive development. This is also the period during which the diets of many children in low-and middle-income populations are nutritionally inadequate.
Child malnutrition is a pressing issue in Ghana. The most recent Demographic and Health Survey showed that one in five children (19%) suffer from chronic malnutrition (stunting, height-for-age zscore < −2 SD), 1 in 20 (5%) suffer from acute malnutrition (wasting, ventions is that individuals adopt the beliefs that are present in their wider sociocultural system to varying degrees. Moreover, in addition to differences in adhering to beliefs, the specific content or meanings of cultural constructs also varies among members of a cultural group (Kreuter et al., 2003) .
Even when individuals attempt to maintain particular cultural norms, their behaviours are often driven in large part by situational contingencies (Pelto & Pelto, 1975) . The significance of these contingencies for complementary feeding has been noted by Awumbila (2003) , who wrote, "Women negotiate [these] practices within a complex web that includes their cultural beliefs, assessment of their own local environment and their child's nutrition status, as well as their own personal circumstances."
The concepts of cultural consensus and intracultural diversity, which have been developed and utilized by social scientists, particularly in the areas of anthropological and psychological theory and methods, are relevant and useful for nutrition research and action. In recent decades, methods to examine cultural consensus and intracultural diversity empirically have been developed and employed to examine a variety of sociocultural issues (Borgatti & Halgin, 2012) .
Cultural consensus refers to the degree to which individuals share particular cultural understandings (Dressler, Borges, Balieiro, & dos Santos, 2005; Weller, 2007) . The obverse of cultural consensus is intracultural diversity, which is concerned with analyzing and interpreting differences in cultural beliefs within a population (Triandis, 1983; Weller & Baer, 2001 (Borgatti, 1994) . According to Borgatti and Halgin (2012) , a cultural domain can be defined as "a set of items all of which a group of people define as belonging to the same type" (p. 81). Further, "cultural domains are about people's perceptions rather than people's preferences" (ibid, p. 81). In cultural domain analysis, techniques such as free listing, pile sorting, and rating and ranking are used in order to describe and understand how individuals organize their knowledge frameworks.
Investigations of cultural consensus and intracultural diversity have produced insights about beliefs and constructs in a variety of cultural domains (Dressler, Grell, & Viteri, 1995; Poggie & DeWalt, 1992; Weller, 1987) . However, to date, there has been very little empirical enquiry into the nature and extent of intracultural diversity with respect to IYC care and feeding practices. Given the evidence from other sectors of human activity, including other areas of health, it is important to develop a more nuanced understanding of people's food and feeding-related knowledge, beliefs, and behaviours. Thus, it is necessary to treat the idea of cultural consensus as an empirical question, open to examination, rather than an established fact (Newkirk et al., 2009 ). This paper draws on ethnographic research in two communities in the Brong-Ahafo region of Ghana to assess two key issues for IYC feeding that relate to cultural consensus and intracultural diversity:
(a) the degree of consensus in caregiver beliefs and concepts related to IYC feeding and (b) the nature of intracultural variation among caregivers with regard to IYC feeding.
| PARTICIPANTS AND METHODS

| Study areas
Two locations in the Brong-Ahafo region of Ghana were selected for this study: Ntrankro, a small rural community in the Kintampo South district with a population of approximately 1,535 people and Tuobodom, a larger peri-urban community in Techiman North district
Key messages
• Cognitive mapping techniques can effectively articulate maternal knowledge frameworks regarding child complementary feeding decisions.
• This focused ethnographic study revealed evidence of both cultural consensus and diversity among caregivers. Caregivers largely agreed regarding the influence of particular values on their complementary feeding decisions and how individual foods are judged with respect to these values; yet, there was intracultural diversity in how these values were defined.
• Future research on local complementary feeding beliefs and practices should consider the nature and extent of cultural consensus and intracultural diversity-rather than assuming cultural homogeneity-when designing complementary feeding interventions.
with a population of around 13,000 (GSS, 2014a; Kintampo Health and Demographic Survey, 2014) . The community of Ntankro is approximately 50 km northeast of Tuobodom. In rural Ntankro, farming and small-scale agricultural production for the marketplace are the major economic activities for families. Although some elements of infrastructure are limited, the community has access to water pumps, schools, and electricity. In the peri-urban area of Tuobodom, smallscale market trade is a primary economic activity, particularly because of its proximity (about 9 km) to Techiman municipality-a major trading hub in the region (GSS, 2014a) . For further description of characteristics of the Brong-Ahafo region, see GSS (2014b) and Owusu-Agyei et al. (2012) .
| Study design
Following the focused ethnographic study (FES) methodology (Gove & Pelto, 1994; Pelto, Armar-Klemesu, Siekmann, & Schofield, 2012) , data collection was conducted in two phases. In the first phase, individual interviews were conducted with key informants (i.e., experienced mothers and grandmothers) and in the second phase, with a purposive sample of typical caregivers (i.e., young mothers). The two-phase method of data collection meant that some modules were administered only in the first phase of interviews and others only in the second phase (see Table 1 ). Data gathered in the first phase of key informant interviews were used to inform data collection with the second round of caregivers.
| Samples
In Phase 1, 78 interviews were carried out with key informants in the two communities. Informants were selected with the help of community health volunteers and elders as caregivers with high levels of knowledge and experience with infant and childcare. The key informant samples were mainly mothers but also included grandmothers and community health workers (Tuobodom: 8 of 39; Ntankro: 7 of 39).
Following the FES procedures, a Phase 2 sample of caregivers with children between 6 months and 5 years were selected for interviews (24 in each location). They were interviewed using a different set of data collection procedures (Pelto et al., 2012) . A purposive sampling method was used to identify caregiver-respondents to ensure a diversity of social and economic profiles and children's ages. Sampling by child age selected caregivers to fill age divisions as follows:
6-8 months, 9-12 months, 13-18 months, 19-24 months, and 25-59 months.
| Data collection tools and analysis
A major challenge for examining cultural consensus and intracultural diversity is identifying appropriate methods. In this study, we , using qualitative open-ended interview guides, with probing, and structured cognitive mapping techniques (Borgatti & Halgin, 2012; Weller, 2014) . The structured techniques consisted of free listing and rating tasks.
| Free listing
In Phase 1, free listing was used to elicit an inventory of the foods that key informants considered appropriate for infants and children younger than 5 years of age. The key informants were asked to list all the foods one can feed a child in each of the age divisions listed.
The most commonly mentioned foods in the free listing were then used to create 43 food cards, which were used in the Phase 2 exercises.
| Dimension ratings
Based on the first phase of the study, as well as the generic FES recommendations, the research team selected five value dimensions that affect caregivers' food decision-making (Pelto & Armar-Klemesu, 2011; Rodriguez-Oliveros, Bisogni, & Frongillo, 2014) . The dimensions were healthiness, child acceptance, convenience, modernity, and appeal. Three of the dimensions (healthiness, child acceptance, and convenience) have been used in other FESs because the literature on beliefs and IYC feeding suggests they are commonly identified as factors that are important to caregivers. Modernity and appeal were selected as additional dimensions to explore because the research team felt they were potentially important for interventions to introduce new foods into the study area.
Using a board with five slots to represent degrees of importance (high to low), respondents were first asked to rate each of the five dimensions in terms of their importance for their own Tech/comm/senior secondary school 1 (3%) 
Type of latrine/toilet decisions about what they feed their children. Prior to this exercise, the interviewers engaged each respondent in a discussion about the meaning of the dimensions. The first rating exercise was followed by a second one in which respondents were asked to rate each of the 43 food items on a scale of 1 (low) to 5 (high) on each of the five dimensions.
Audio recordings of the interviews were checked for quality, transcribed, and translated from Twi into English by KHRC staff.
Transcripts were closely read several times, after which an initial coding scheme was developed, based on emerging themes. The codes were recorded in NVivo (version 8) following standard qualitative analytical practices (Miles & Huberman, 1994) . The initial, detailed codes were then grouped into larger concepts. Frequencies of words and ideas within concepts were also counted. Data from Tuobodom and Ntankro were analyzed separately, a methodological necessity as we wanted to examine and compare the data for commonalities and differences. The quantitative data in the interview schedules were analyzed with descriptive statistical procedures using Stata (StataCorp, 2011).
3 | RESULTS
| Characteristics of the samples
Characteristics of the rural and peri-urban samples are shown in Table 2 , separated into key informant (Phase 1) samples and caregiver-respondent (Phase 2) samples. As expected, given the selection criterion in the key informant phase for individuals who are identified as particularly knowledgeable about childcare, women in the key informant sample are older than those in the caregiver respondent sample. The concomitant differences in educational level between the two samples reflect these age differences. They also suggest modest improvements in schooling for girls. The comparison of the rural and peri-urban samples also reflects occupational differences and opportunities. As expected, the peri-urban sample showed higher participation in trade and professional occupations compared to the rural sample (Table 2) . Also, peri-urban respondents had greater access to amenities, such as flush toilets and latrines, electricity, and alternative fuels to firewood. Caregivers in both Ntankro and Tuobodom gave healthiness the highest score. Appeal received the next highest rating, followed by child acceptance, convenience, and modernity, which were not regarded as highly with respect to their perceived influence on feeding decisions. Table 3 shows that the rank order of these dimensions was the same in both localities. Also, we see that each dimension received a similar mean score in the rural and peri-urban sites. Moreover, the standard deviations on the ratings are very similar.
| Aspects of cultural consensus and intracultural diversity
In addition to rating the importance of the dimensions, respondents were asked to rate each of the 43 individual foods and dishes that were identified through the free listing exercise in Phase 1. In this rating exercise, the foods were rated sequentially for all five dimensions and their comments were audio recorded. Examining the mean ratings for each of the foods for each dimension, we found that for nearly all of the foods, the mean differences between the rural and peri-urban samples was less than 0.9 (not shown). On three of the dimensions-healthiness, appeal, and modernity-the difference in mean rating between the two locations was <0.9 for 90% of the foods. For the dimension "convenience," this increased to 95%, and for child acceptance, the figure was 89%. These findings indicate that respondents in Ntankro and in Tuobodom had similar views about the relative value of individual foods with respect to the five dimensions.
To further explore patterns of agreement, we examined the foods with the highest ratings in both samples, selecting the top 10 foods for each dimension. For two dimensions, healthiness and convenience, more than 80% of the top rated foods were the same for both locations. For appeal, this is a similarly high 70%. Child acceptance, however, showed large differences in the top 10 foods, with 30% of the foods being the same across the two locations. Table 4 illustrates the results for "Healthiness," the dimension that had the highest level of consensus between the rural and peri-urban samples and for "Child acceptance," the dimension that had the lowest level of consensus between the samples.
Turning to the results from caregivers' discussions, which are contained in the texts that were generated in the course of the cultural domain analysis, we can examine the meanings of the concepts that caregivers employed in the rating exercises. Table 5 contains verbatim translations of the phrases that respondents used when we asked them to discuss the meaning of the dimensions. These discussions, which were conducted prior to the rating exercises, were intended to ensure that respondents understood the words we used when we introduced them to the rating exercise with the dimensions. Although not initially intended to examine intracultural diversity, they provide a valuable database to examine this issue. Each line in the table reflects an interpretation that could have been by one or more individuals. Individuals sometimes offered several statements, but everyone responded with at least one.
In Table 5 , we see that some of the content-the meaning that caregivers impute to the dimensions-is the same in both the rural and peri-urban samples. The words and phrases in italics indicate statements that were made by respondents in only one of the samples and not in the other.
The striking finding in Table 5 is the high level of intracultural diversity both within and between sites in the meanings that the words "healthiness," "appeal," "convenience," "child acceptance," and "modernity" have for the women who participated in the study. For example, although healthiness was unanimously the most important dimension, it encompassed a number of considerations, including concern about the effect of foods on children's bodies or attention to the nutrients the foods contain, or how the foods are prepared.
Appeal evoked similarly varied responses. In particular, we note the distinct contrast between "caregiver-centered" and "child-centered"
interpretations of this dimension. For some women, foods are considered to be "appealing" based on their own personal tastes, whereas for others, appealing foods are those that their children like and enjoy. Still others referred more generally to the attractive appearance of foods or their positive effect on the body. Convenience was the only dimension that was generally interpreted by all respondents in much the same way-that is, convenience is defined as a food that requires little or no preparation. The results demonstrate that although caregivers show a high degree of consensus about which dimensions are most important and how individual foods are judged in relation to the dimensions, there is far less consensus about the cultural content of those dimensions, even within communities. 3.3 | Caregivers' perceptions about intracultural diversity Caregivers' views about intracultural diversity in feeding practices,
and their characterizations about how these relate to diversity in beliefs, are noteworthy. Consider the following comments from the transcripts:
A caregiver from Ntankro with a child 6-8 months old: "Others
give their children fufu, 1 ampesi, 2 and commercial foods but I think a child of this age cannot eat these foods because they are not healthy.
Moreover, children of this age have no teeth to chew. They have to be given soft foods."
Another caregiver in Ntrankro, talking about the same age group, said that some people would not give their children solid foods because "they think that their child can't eat it. But I know that I have to give solid foods."
In Tuobodom, one caregiver explained that for children 6 to 8 months of age: "I will not give a child fufu or konkonte 3 else the child will not look attractive and will not grow well."
In their discussions with interviewers, caregivers in peri-urban Tuobodom were more likely to state that they did not know whether other caregivers fed their children differently than they did compared to the response pattern in the rural community of Ntankro. Respondents in Ntankro, however, were more likely to say that their own child was fed differently than other infants in the community across all age groups than in Tuobodom. Although caregivers showed high levels of uniformity (consensus) with respect to the numerical ratings of foods on the dimensions, their verbal commentaries complicate the assessment of cultural consensus and open a window that reveals extensive cognitive intracultural diversity, at least regarding the basic concepts we explored. For example, for caregivers in Brong-Ahafo, the concept of "healthy" or "healthiness" in relation to food has widely different meanings, as varied as "not contaminated with dirt" or "possessing properties that promote growth." These differences in the meanings that concepts connote originate from various sources, including exposure to and acceptance of biomedical nutrition knowledge.
Many caregivers in Brong-Ahafo recognized intracultural diversity in beliefs and practices and felt their own perspectives and actions to be clearly different from others. In these discussions, many caregivers invoked a recognition of "situational contingencies." For example, they flagged the importance of financial constraints, or the types of foods grown on their farms, or the specific tastes, preferences, and health status of their children. Thus, we see that everyday pressures and stresses play roles in mediating cultural norms, which results in a diversity of practices even when caregivers share knowledge and beliefs.
The discussions with caregivers also revealed a range of opinions about about which foods should be given at specific ages and how to In summary, although all of the dimensions, and particularly healthiness and appeal, can be used to structure behaviour change communication messages, building on the diversity of perspectives, contingencies, and interpretations is important in developing an effective strategy to connect with caregivers. The fact that caregivers tend to individualize their own experiences and circumstances and those of their children can be used in building the communication strategy, particularly as they often see their own practices as distinct from others, even where there are overarching areas of consensus.
Using a focused ethnographic methodology, which included both cognitive mapping techniques and probing discussion, permitted us to identify areas of cultural consensus and intracultural variation in the Brong-Ahafo region. The extent to which the situation in Brong-Ahafo region reflects conditions in other parts of Ghana or in other parts of the world cannot be assessed without research that explicitly and intentionally sets out to examine cultural consensus and intracultural diversity. Although this research can be conducted in either greater or lesser depth than the current study, it is important to consider these factors when designing nutrition interventions. We hope the results of this examination will encourage others to explore cultural consensus and intracultural diversity in other communities, particularly as part of implementation research to inform the design of complementary feeding interventions, as well as in studies that are concerned with understanding the nature of cultural determinants of nutrition and food behaviour.
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